SUMMARY Of 297 women attending a sexually transmitted disease clinic who were examined for the presence of mucopurulent cervicitis, 96 (32%) satisified the diagnostic criteria. Mucopurulent cervicitis was strongly associated with the isolation of Chlamydia trachomatis and Neisseria gonorrhoeae. It was also associated with bacterial vaginosis, the use oforal contraceptives, and sexual contact with men who had non-gonococcal urethritis.
Non-gonococcal urethritis (NGU) is recognised by the presence of five or more polymorphonuclear leucocytes (PMNL) per field at a magnification of x 1000 (high power field (HPF)) in a Gram stained smear.' The equivalent condition in women is termed non-specific genital infection (NSGI), but specific criteria for the diagnosis have not been defined. The clinical diagnosis of cervicitis is subjective, and differentiation between columnar cell ectopy (erosion) and cervicitis is difficult, if not impossible, with the naked eye. Cervicitis may be indicated by finding an excess of PMNL in a Gram stained smear of cervical secretions, but the number of polymorphs considered to be normal has not been defined. A condition of mucopurulent cervicitis has been described and designated the female equivalent of male NGU. 2 The diagnosis of mucopurulent cervicitis is based on two findings: visible mucopurulent (yellow) cervical secretions, and more than 10 PMNL/HPF in the cervical secretions. Mucopurulent cervicitis has been associated particularly with the presence of Chlamydia trachomatis but not Neisseria gonorrhoeae or herpes simplex virus.2 Further studies have shown an association with Ureaplasma urealyticum, Gardnerella vaginalis, Trichomonas vaginalis, and the clinical diagnosis of bacterial vaginosis.3
The present study was undertaken to assess the presence of mucopurulent cervicitis in women attending a sexually transmitted diseases (STD) clinic in the United Kingdom and the validity of the definitive criteria, particularly the importance of more than 10 PMNL/HPF in a Gram stained smear of the cervical secretions.
Patients, materials, and methods
Women attending the STD clinic of this hospital as new patients were studied. They were excluded if they were menstruating or if the cervical smear was not satisfactory (more than 100 squamous cells were present on the slide2). A routine history including details ofcontraceptive practice was taken. I examined all the patients as described by Brunham et al,2 and noted the presence ofcolumnar cell ectopy or cervicitis (defined as erythema or oedema within the zone of ectopy), or both. The appearance of the cervical secretions was classified as mucopurulent (yellow), opaque (white or cloudy), or clear. The presence ofany bleeding on swabbing the cervix was also recorded.
Endocervical mucus was collected with a cotton wool swab rolled on to a glass slide, which was Gram stained and examined under oil immersion at a x 1000 magnification. A wet smear of vaginal secretions was examined for trichomonads, yeasts, and clue cells. Cultures for N gonorrhoeae were taken from the urethra and cervix on Transgrow medium (blood agar containing vancomycin, colistin, and nystatin).
Vaginal secretions were transported in Amies' medium and cultured for Candida albicans on Sabouraud's medium. Material for culture for chlamydiae was taken from the cervix, placed in sucrose phosphate broth, and transported to the laboratory within four hours. It was then stored at -70°C until the day of culture, which was performed twice weekly. The 
